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28-39-162(a) Physical Environment

(C) The facility shall provide visual and audible
signals in clean and soiled workrooms and in the
medication preparation rooms. Any facility
constructed before May 1, 1982 shall not be
required to provide audible signals in clean and
soiled workrooms and medication preparation
rooms.

(D) In multi-corridor units, the facility shall
install additional visible signals at corridor
intersections if the facility was constructed after
February 15, 1977.

This REQUIREMENT is not met as evidenced
by:

The facility reported a census of 32 residents.
Bases on observation and interview, the facility
failed to provide a fully functioning call light
system in 2 of 2 soiled utility rooms.

Findings include;

- During the environmental tour, on 5/1/12, at
10:30 A. M., the call light system failed to function
properly on the west and east hallways, in the
soiled utility rooms;

West hallway:

1.) In the soiled utility room, the call light indicator
failed to sound and/or light.

East hallway:

1.) In the soiled utility room, call light failed to
function with sound or light.

On 5/2/12 at 10:30 A. M., maintenance staff H,
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reported, " | check the call lights every week. | did
not write this down. | am aware the call lights are
not lighting in the panel at the desk."

The facility failed to maintain a fully functioning
call light system to a alert staff in the soiled utility
rooms, when the residents required assistance.
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